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Executive Summary

Connecticut is currently in planning for Health Information Exchange ¢eiaedo connect digital

health records for patients agss the state. The Health IT Advisory Cotipibritized a list oten high
priority use cases for HEervicesmedication reconciliation was one of timeajor objectivesTheCT
Legislature mandated the formatiaf the Medication Reconciliation andRpharmacy (MRP) Work
Groupto make recommendations by June 2Q0WL8@der the oversight of th€T Office of Health Strategy
(OHS)There were nine objectives (Appendix H) that were defined by the MRP Workgroup, with three
(#4-6) being directly relevant to medication reconciliation and management.

UConn Health, as an advisor to OHS on HIE efforspaasored a Medication Recondilian Hackathon
on Friday, AprilBand Saturday, April'§ 2019 at the UConn Health Academic Building in Farmington.
Obijectives included:

9 Educate participants about some of the current challenges and newer opportunities in the use
of electronic system#or the medication reconciliation,

9 Introduce basic technical aspects of Fast Healthcare Interoperability Resources (FHIR) for
electronic exchange of healthcare information,

T LRSYGATFe {(Se& aLIFAYy LRAyGaEd FTNBY Olohshaddlzd dzd SN

f raarad Ay GKS LIXIFYYyAy3d F2N YSRAOIGAZ2Y YIFyl 38

Participants included a wide range of clinical (physicians, nurses, pharmacists), technical (engineers,
computer scientists, analysts and programmers) and industryestibjatter experts as well as students
and patient / privacy advocates. Following a fhdly of presentations, the participants ssklected into
group collaborations to discuss challenges in four assmsdevelop a specific prototype solution.

The fourareas and their key findings were:

1. Patient/ Caregiver Engagemeatldressed patientaregiver perspectives. Tin@rototype was
a patientcentered, interactive medication management application
1 Key Insights:

1 To effectively do medication reconciliation, thication / reason for each
prescription is currently missing and if visible would improve the process.

1 The patient with the app and/or printed list can take an active role in validating
what they are really taking and why.

1 ThePharmacistan more effetively counsel patientsrhen the indication for
each med is included.

1 When a list exists, mily member or ldme Health Aid(or nurse)can search
the house to see if it is really being taken.

2. Extended Care Facilities and Home Healtbated a prototype foactive collaboration and
reconciliation of medications between home health services and the physician office, leveraging
real time inspection of actual meds in the home and patient involvement.

1 Key Insights:

wm
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The software standard FHIR has several diffee¢ectronic message types for
medication managemerthat were considered for utilization but some
inconsistencies between them could cawsemplications in their desired
communication between Home Health Nurse and tide (i A &iryicél Pravider.

f ForexampletKS G NBljdzSaidié R2YIFAY KlFLa Fy aGAayid
domain does notTheintent field would describe therescribe®reasonor

clinical indicatiorfor amedication(such as Hypertension)

1 The group recommended thatldields $iould be available across the different
domains.
1 In their prototype theya two-way interactionbetween theprescrber and the

Home Health Nurse to acknowledge when a medication is not being take

(and remove from the medication list) or add a medication to the list that the

patient was actually taking such as@rerthe-counter(OTC)ned or one

prescribed by a different clinician.

3. Inpatient HospitalVenuecreated a prototype that would compile and summar&potential
list of current medications withraautomatically calculatedonfidence indicatoas to whether a
patient was actually taking any given medication on the Biysicians, nurses and pharmacists
could leverage thist the time of admission to a hospitdlhesolutionwould ratemedication
data sources for their reliability to help better manage discreparttiasoccur.

1 Key Insights:
9 Fast Healthcare Interoperability resources (FldtRijdcreate a unique
physician / clinician viewhrough a dashboard feature within their EH&,

faster and more accuratmedical decisioamakingthan is available nowThe

dashboard must

1 Include a quick summary (snapshot) of current medication information.

9 Leveragemachinelearningalgorithms to create a confidence level/indicator
using many disparate information systems.

1 Allow for adrill down/access tadetailed information pertaining to
medication, prescriber, refill histories, comments, confidence leasid,
past medication history.

9 The group recognized that there was a needbétter harmonize the various
FHIR resources and their unique attributes.

4. Ambulatory Primary Care Physician (PCP) Veaneisioned aligital health service withithe
HIEthat would compile a list of medications from various information sources into a single
sourceof-truth database which users would accassmmlesslyvithin their clinical/pharmacy
information systems for medication management.

1 Key Insights:

9 Startingwith an end gobof creating ajsingle source of truthfor medication
information, withinthe state, ConnecticutoulddevelopCloudbased servicet®
compile and transform curremhedication lists from alystems that hold a
LI GASYGaQ YSRAOFGAZ2Y REGL
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1 Allowing a singl@lace to manage transactions (add, modify, cancel, comment,
validate and reconcilevould likelyimprovesafety and efficiencfor medication
management and reducmedicationrelatederrors.

f  The system would facilitate, thigight LINS & OvelidaitisyMil updating the right
information regarding a patie@ medication listreducing the risk thaspecialists
and primary care physicians would inadvertently make eroorsnedications
prescribedoutside the scope of their usual clinical practice.

T ThisgrazLd t a2 SOK28SR (KS ySSR F2NJ aLYRAOL (

improved care and mor€linical Decision SuppoD$ automatic intelligent
filtering and display of medication listand Artificial IntelligenceAl) opportunities.

f A lbngterm soluion could be to create this database as HIEY & S N¥hat@hs ¢
EHRsvould electronically connect toather than duplicate medication list
management in th&HR It would be critical to ensureffectiveintegrationinto the
clinical workfbw.

Summary

The Medication Reconciliation Hackathon brought togetBebject Matter Expertir education and
collaboration on improving medication management for the State of Connecticut. There was general
agreement that the curreniedication managemeryrocess often impedes our ability to determine a
current and accurate list of medications for each patient.

Major challenges ahe current state include:

1 Despite widespread adoption ¢dttempting to perform) medication reconciliation at each
transitionof care, a large number of medicati@alatederrors occur

f Substantial ifficultyremainsA y O2 YLIAf Ay 3 | LI GASyidQa YSRAOI

sources often containing duplicatemissing oinaccurate information.

1 Not knowing a clear indicatn or reasorwhy eachmedicationwas prescribed impedes best
practicefor both pharmacist and physician decisioraking andeducespatient understanding
and engagement

1 Underutilization of theavailable messaging standaf@iancelRxto electronically dicontinue a
medication puts patients at risk for adverse outcomes and this standard should be more
routinely adopted and used by prescribers and pharmacies.

1 Physiciansften bearthe responsibility for reconciling complex medicati@yimensoutside
their professional expertise arthis can have a significamhpact oneffectivemedical decision
making.A robust solution that allows shared reconciliation of medications could potentially
improve this.

1 Wecurrently a &ickan efficient, effective and patiertentric meanf incorporatingpatient-
reported medicatios and a method of sharing that information in a methodical manner when

ACurrent EHRs have bulity LINP OS&aasSa F2NJ YFylF3IAy3a (GKS LI GASyidQa
- fAadG 2F OdzZNNByid YSRAOFGAZ2Yy&AD I GASNBAOSe g2dzZ R
EHR to interact andpdate the HIE list, rather than create a standalone list that may no longer be up to date
beyond the single EHR encounter.
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across disparate clinicahd pharmacy information systeman enhancedsolution could have
substantial safety benefits.

1 The industry recagnizs thatunder-documentation ofpatientbver-the-counter medications
and supplementsccursandcould potentially be improvethrough a patiertfacing system

The Hackathon demonstrated that current technology standards existh,asthe FHIR RESTful API and
other data standardghat could improve the acquisition ofraore accuratemedication lisfrom a

number of electronic and human sourcéscould also simultaneoustscilitate the development ofiew
mobile applicationsyser interfaces and featuresichas, specialtypplications or features in a patient
portal that could empower the patient (or guardian/parent) to report useful information (e.g. side
effects, adherence, and undocumented OTC meds, prescriptions and sigmthat are often
overlooked today These should be designeditoprove the longitudinal sharing of this information
acrosgshe various health Iplatforms and venues of care.

A centralized medicatiomanagement servictor statewideprescription data could potentially evolve
into a single source of truth for medication reconciliation. If successful, this could eventually become a
service thatreplacesthe proprietary medicatioprocessin each clinical and administrative database.

Access, consent, privacy and security are fwiticallyimportant areas of specific focus of the MRP
Work Group that are under discussion in a separate regulatory subcommittee and a Consent Design
group for the HIE.
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Background

Connecticu{CT)began planning for atate health information exchange (HIE)2017 TheHealth IT
Advisory Council? formed a Use Case Desi@hCD)roup that considered and agreed 28 Use Cases
for HIEServices in CTThey prioritizedthe top tenmost impacful and achievabl&llE secases for CT
The group placed adication reconciliatiotigh on theirist andbegana planning process to better
understand the implications, desired outcomes and approaches to achieving this goal.

TheUConn Health Advisots the projectconvened agroup ofmedicaland healthinformatics
stakeholdersand collectivelyvorked onan initial projectto better understand and implement a more
basic functionalityelectronically cancelling a medication prescriptidimeyevaluateda currently
available buinfrequentlyusedmessage standar(CancelRxwithin the electronicprescribing
ecosystenmand gainedraluable insights into how tplan for the more complex task of Medication
Reconciliatioras a wholeThey initiated he CancelRyrojectin late 2017 They ran @ollabomtion of
over 50 stakeholdergver several months. They provided thescommendationghrough itsExecutive

Summary*

Formation of the CT Office of Health Strategy Medication Reconciliation and Polypharmacy
(MRP) Work Group

In May 2018the State of Connecticut legislatively formed the mattikeholder Medication

Reconciliation an@®olypharmacy (MRP) Work Group under the HIT Advisory Council and the Health
Information Technology Officer (HITO) of the Office of Health Strategy (OHS). Members were officially
appointed am began meeting ithe summer 02018.This grouphas been workingn

recommendations regarding

1 Thedevelopment of arappropriateMRPuse casés)for the HIE

1 Legislative angolicyinitiativesrequired to facilitate effective Medication Reconciliation and
reduction in polypharmacy

1 Defining the &chnicalchallengesand solution options and making recommendations for HIE
focus and efforts to improve them.

1 Engaging patients and caregivers to address concerns regarding Med Rec and Polypharmacy

9 Educationalprogram suggestions to improve understanding and uptake ofmi@ksolutions

The overall goal remains tmprovethe quality and costs afare through more effectivenedication
reconciliation Med Reg processeand reduing polypharmacy.The MRP Work Group will report
their findings andecommendationgo the Stde in June 2019.

Medication Reconciliation Hackathon Rationale

UConn Healthas an advisdo OHS on HIE efforts, -sponsoed this Medication Reconciliation
Hadathon to help:

9 Educateparticipants about some of the current challenges and newer oppotiggih the use
of electronic systems for themedication reconciliation,

9 Introduce basic technical aspects of Fast Healthcare Interoperability Resources (FHIR) for
electronic exchange of healthcare information,

8
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1 LRSYGATE 188 4L} AY elslidtiyed and propds@viabledsbiidng dedl  dza S N
 AssistintheplanningforYSRA OF GA2Yy YI Yyl 3SYSyid aASNBAOSa F2I]

Addressng Med Rec Challenges

28§ 0S3AYy SIOK YSRAOIFIGA2Y NBO2yOAtAlIGAZ2Y LINROSaa
YSRAOIGAZ2Yyad 2SS 2F0SYy TFAYR traelandRdcFareNisd ozinedicalichs S & G I

Eachcaregiver andhe patient oftenrecordaBRA FFSNBy i f A &0 2 Bnfodtu@atENNS v
medication errors due to omission (missingdiations) and commission (giving the wrong medication,
duplications and ris-dosing) are all too common.

The very tools welesigned to help us make clinical care safer and more efficient susPrascribing
(ordering medicationslectronically and ourHectronic Health Recos{EHR), may have inadvertently
led tofurther complexityas westore informationin different formats and location®ften complicating
our efforts to access and collaiteaccurately

Onesignificant opportunityto improve clinicatare and reduce unnecessary harnois vision to
devebp and maintain of an upp-date, accurate and shareable medication list for patients, their
families and clinical providers.

Experts and accrediting bodieeampbn medication reconciliation as atodzii A 2 y veiy@ne anang (
al YS LOespifttnsg effortto obtaina true and accuate list of medications remaielusive due to a
multitude of problems.

The2019 UConn Hackathavent broughttogether bothregional and nationadéxperts in the fikd as
well asstudents from healthcare ancbmputer sciencengineering Wedescribel the current state of
knowledge and practice and offedl participants an opportunityoin multi-disciplinary teamso
brainstorminnovativeprototypes/solutions totacklethe shortcomingsn the med rec process.

Hackathon stakeholders included:

=

Technical experts

Clinicalinformaticsexperts

PrescribingClinicians

Patient and privacy advocates

Caregivers (lay persons and family members)
Pharmacists

Engineers

Computerscientistg(developers and programmers)
Analysts

Students in nursing, medicine, pharmacy and engineering

=4 =4 =4 =4 4 -8 -8 -8 -9

Our goal was to initiate a medication management collaborationfanddation on whictwe maybuild
better safety, efficiency and effectivenefes all.

a
v
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What is Medication Reconciliation?

The MRP WrkGroupdzii Af AT SR GKS W2Ayid /2YYAadaArzyQa o6¢W/ 0

dMedication reconciliatioris the process of comparing a patient's medication orders to all of the
medications that the patient has been taking. This reconciliation is done to avoid medication errors
such as omissions, duplications, dosing errors, or drug interactions. It shoutthbeatlevery

transition of care in which new medications are ordered or existing orders are rewritten. Transitions
in care include changes in setting, service, practitioner, or level of care. This process comprises five
steps:

Develop a list of current ntications;

Develop a list of medications to be prescribed,;

Compare the medications on the two lists;

Make clinical decisions based on the comparison; and

5. Communicate the new list to appropriate caregivers &mthe patiert.5¢

PR

TheHackathon evenprovided case studies to mimic someaklworld circumstancesincluding having
contradictory information to reconcile frorwo or moresources of medication lists

TheCurrent State of Medication Management in the U.S.

Transitions of care represent the most dangerous times for patient care due to communication gaps as
one (or more)providern(s)hands off to anotheprovider (or others). Transitions of caman occur irall of
the following settings:

1 AmbulatoryCOffice visitswith Primary Care or Specialty Clinicians
1 Emergency Department visits
1 Admissiors toa hospital or skilled nursing facility
9 Transfer from one level of care to anotheithin the same facilitye.g. critical care to standard
inpatient care and vice versa)
9 Hospitaldischarggo home
0 Where options include independent management, family care, or home health nursing
care.

Forty percent of Americans have one or more chronic conditions and take themmeone medication.
As age increases, the number of chronic conditions and medications increase. According to the CDC, by
age 85, most individuals have two or more chronic conditions and take six or more medications.

In the United States, formahedication reconciliation occurs over 1 billion times each year and
consumes over 64 million persémurs (> 32,000 FTESs) of physician, pharmacist and nursing time.
Despitethis expenditure of resources,adication errors account for over 1 million ED visits, 3.5 million
physician office visits and over 125,000 hospital admissiansially®

10
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Despite this huge investment of time and resources to perform medication recomiliatiedication
management is still difficult as we struggle to:

1. Define a true and accurate list of current medications for each individual, in the face of multiple
medication list sources,

Ascertain the gaps between what has been prescribed to what igliaken (i.e. adherence),

' YRSNEGFYR ¢gKeé SIFOK YSRAOFGAZ2Y KIFa 0SSy LINB3
4. Reconcildl KA& AYTF2NXNIGAZ2Y Ayid2 | ySg YSRAOFGAZYy f
defines the medication management plan and can be acelyaommunicated to the patient,

w N

OFNB 3IAPSNREZI YR lye YSYOSNE 2F GKS LI GASY(HQ

It is essential to considéhat the medication list is nadtatic. It is forever in flugased on changes
in medicationschanges imoses of current medications antthe fact thatit changes the minute a
patient stops taking a medication whether noti K S @n@d&tBeir doctoror pharmacisaware.

Vision andGoals of the Med Rec Hackathon

TheOHSMedication Reconciliation and Polypharmyg®RP) Work Group recogniz€snnecticut has a
unique opportunity to approach medication managemeanthe state level. Thegreateda unique two
day event to:

9 Bringtogether clinical, technical and policy subject matter experts (SMES) for an oppottiinity
address the challenges of the current stafemedication reconciliationand

1 Envisiorhow technology and innovation could improve the efficiency, effectiveness and safety
of medication reconciliation and managemeat everyone.

They designed thevent for both education and collaborationNorkgroupswere formedto approach
the challenge bmedication reconciliatiomy workingtogether to build a technical solution prototype

Setting the Stage
The first halfdayprovided a series of presentatisto provide a cormon knowledge base for everyone:

9 Overview of the Hackathon event
9 Clinical perspective
1 Technical perspective

It was important to provide a clinical perspective on the complexity of medication management today
and the many failure points #t impact safe and effective care. We discussed the current challenges of

{ Obtaining a true, accurate and completalii. 2 F GKS LI GASydQa YSRAOL
1 The provider econciling and updating that list to meet the needs of the current treatment plan.

On the echnical side, we needed everyone to understand how we electronically share digital
information about patients across different electronic health records (EHRs) and other data /
information sources. We discussed the technologies behind health care ddiafarmation exchange

11
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and the recent advances in new emerging standards to improve interoperability across different
technical platformsThe purposeavas to levelset across the various SMESs.

The goals of thélackathon vereto create a collaborative eveiih which the clinical, technical and

policy SMEs could develop actual prototypes that would solve specific problems for selected
stakeholders. This environment would allow all participants to learn about rapid prototype development
'y R 32 2cBhtetediza & SEhodl ebllaboration and human factor engineering, we can design
solutions within the clinical workflows that will encourage adoption and subsequent transformation of
the medication management processes.

¢tKS FT20dza 2y SI OK BENkRlevklpa listoNRdlLfdr héid$argéte defedk the
benefits of new tools, and the features necessary for success.

1 Could we teach sound usability princigfethat would get every participant seeing potential
solutions rather than feeling overwhebd with the frustrations of the currerdtate of
medication management?

1 CGouldwe create an acceptable user interface that is intuitive, strafghtvard and thus
efficient?

Theplanners designed theddkathonto create an event of synergy, collaboratiand hopeX for what
is possible for improving medication safety throughout our state.

Ultimately, the Hackathon is a starting point for obtaining business requiresfientise casesvhen
designing and implementing medication management services for Cofnenfi Qa | SI f 6 K Ly ¥
Exchange (HIEFrom a technical standpoint, this work ciafiorm the structure anddesign of techical
infrastructure necessary to electronically reconcile medicatiorise HIE will provide a conduit for
connecting the health fiormation of everyone in the state. Yet the challenge is in how we reconcile all
the available data into usefuéfficient and easyo-understandinformationfor informed decision

making. Prescribers and pharmacists have a limited time to work througtl reefor each patient so
information must be presented for quick understanding and ua#hile other states focus on the

guantity of data, we have an opportunity to focus on the quality of the information for safe and
informed decisiormaking. We need tteverage the best thinking of our mullisciplinary SMEs to
contribute to our success.

Finally, the Hackathon led to the production of a series of Table Refer&eméppendix C) as wellas
glossary of clinical and technical tea@dopendixG) to provide clarity and enhance collaboration and
innovation across SMEs.

Clinical Background

The speakerDr. Phil Smitlexplainedthe goals and processes of medication management and
specificallythe mechanics of med rec.

Medication errors are common amdany are related to incorrect medication list§he healthcare team
frequently faces challengegging a correct medication list. Technology helps and hurts. Providers may

12
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find that technology has compiled medication data from many sources includplgditions, outof-
date infamation and even inaccuracies.

Electronic prescribing (ePrescribing), while eliminating illegible, handwritten prescriptiass,
introduced unintended errors For example, there difficulty with electronicallyd RBescribirgé
medications no longer desired (as in the prior work of the MRP Work Group ddathee|Rinitiative).

Our speaker has created a frameworkooEr 30 factors that contribute to an inaccurate medication list.
He haglividedthem into five major categoes'™:

Patient factors,

Disease and/or condition factors,
Physician / provider factors,
Medication and pharmacy factors, and
Socieeconomic factors.

arwdE

Currently there are over 1.1 billion medication reconciliation opportunities annually in the U.S.
consumingover 64 million persofours of provider, pharmacist and nursing resoutéeghe audience
provided personal examples that suggest these estimates may be low.

Despite this effort, adverse drug events (ADESs) account for (in U.S.):

1 Prolongation of hospitadtays (2 million/yr.adding 1.7 to 4.6 avoidable days,
1 Over 3.5 million physician office visits

1 Over 1 million emergency department visiad

1 125,000 hospital admissions.(CDC ER¥ta

Medication adherenc€is an additional issue, as

1 49% have forgottend take a prescribed medication
1 31% had failed to fill a prescription
1 29% had stopped a medication prematurely.

Providers recognize thagetting a true and accurate list of medications remains a challenge in our
current medication reconciliation processes.

Technical Background

The speakeDr. Robert Hausam explained that #he electronic health record (EHR) has replaced the
paper medical record for most patients, many national efforts have focused on the concept of
interoperability, or the sharing of digl healthcare data and information across multiple electronic
healthrecords, registries and other data sources.

While standards have existed for decades for exchange of discrete data for financial transactions, clinical
data creates some interesting dienges. While some data, such as lab results, can be transmitted as

RAAONBGS Ol fdzSasx YdzOK Ay KSI £ GKOIWNBuctGeddatai a | & vyl

presents challenges for sharing across providers.

13
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Electronic healthrecords EHR} often have difficulty sharing data an interoperable and usable

foomatz y 20 2yfté 0SiG6SSy (62 OSYyR2NNRa aeaidiSvyaz o6 dz
vendor product.Even those who use the same EHRSs often have different versions anpssbat

present challenges across institutions.

Several strategies have been developed to tackle this challenge. Costamatardterminologies have

been created such as SNOMED, whichmay beusedfor codingsymptoms, problems, and conditions,
ICD10-CM, which is usedor codingdiagnoses, and CPT and {0BEPCS whichre used for coding

procedures, operations and types of encounters. These terminologies often play a role in documenting
GKS GAYRAOFGAZ2YyE¢ 2N NBlFazy TFTmehtlINSEONROAY3I | AL

Medications have their own cllanges The FDAegistersan NDC (National Drugode for each
medication yet those codes can becycled at times and therefomrmay not be unique to each
medication. RxNorm provides a standard nomenclatureclioical drug names and drug vocabularies. It
is often used for clinical decision support (CDS) systems that determine risks fairdg,drug-food

and drugallergy interactions.

alye RFEGlF az2dNOSaz adzOK Fa I Llcaljfiefestaad tHeiSfotd 2 y | f
difficult to convert to these standarddt is difficult to not only compile a list, but to determine

duplications and omission®atients know if they are taking their prescribed medications or not, but

only at office vids or if they call their provider is this information obtained. Patient portals will play a
greater role in the future to help providers reconcile med lists.

From the standpoint of an HIE, there may be numerous sources of medication lists, some with
indications, some without. Medications may be expressedtaagde name or byheir generic name.To
complicate matters, a patient may not even know the namehefmedication or the indication for why
the medication is prescribed.

Thus the HIE has the challenge of managing structured and unstructured medication names, indications
and instructions as well as different nomenclatures. There may be confusion onevlzetiiug has

been discontinued or merely overlooke@o add to the challengeyost systems have no way to
YSIF&AdzZNB GKS LI GASYydiQa | RKSNBYyOS G2 GKS YSRAOFGA
In addition, there may be ovehe-counter (OTC) agents, supplements, illicit et & 6 2 NNR 6 SR ¢
medications in the mixCurrently, theremay or may not be fields to enter this information into a med

list. ThisbecomeR | YISNR dzd 06SOl dzaS AT | LINE athdyInay prscrive S &

a medicationthat could have a a@ngerous interaction with the nerecorded OTC agents, supplements,
AfEAOAGD 2N G02NNRGSRE YSRAOIGAZ2YAad

Inresponse to these and other challenges with clinical data exchange and interopeyalvitity

standard known as Fast Healthcare Interoperability BBSGOS & 2 NJ Cl Lw i§ihINR y 2 dzy OS
developmentand now available=HIRs an opemext generation standards framework from Health

Level 7 (HL7) whidefocused on implemenation and is targeted to individuals and organizations

developing software and  architecting interoperable solutions that will be using FHIR. FHIRorovidesa

standard healthcare Afhat allowsthe communication and exchange of data across multiple healthcare
platforms.
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UConn Med Rec Hackathon Report

The Office of the National Coordinator (ONC) under the Refartment of Health and Human Services
continues to drive the adoption of digital health records and their interoperability. With this comes a
drive to improved sharing of information among providers of healthcare. All of this occurs with the
overarchingneed to address the privacy and security of medical informafitve recently announced
21st Century Cures ABtPRM from ONC and CMS specify the use of FidtRe API for EHR
certificationandaccess to health informatioby patients, providers and pays.

FHIR is based on modern technology using the comtiamis which have transformed the information
age through the Internet. This includes how devices connect and intéeaetfging RESTHII
architectures andcommonWeb standards including TTPXML,JSON and RRRllowingdevelopergo
use the tools of th&Vorld Wide Welo tackle healthcare challenges.

FHIR is webased and fredor use and allovg extensibility(i.e. the ability to address unique, local
needs)in addition to the interoperabilitydatures. FHIR is now another tool including HL7 version 2 (the
legacy HL7 standard, HL7 v3, which has a steep learning curve, aHd@ibisalDocument

Architecture) whichsa standard for exchange of common clinical documents such as medication and
problem lists, allergies, demographics and immunizations.

In other words, healthcare is moving from a model ofGifata in a propriety EMR to tools that will
allow developers to more rapidly developen sourceools that will work across these systemusd can
be updated with new technology more easily because it is compatible acretesrs/ unlike many
vendor tools.

In December 2018, FHIR R4 (4.0.0) was releakath includes the firsht brmativee (i.e.considered to

be stabl§ content, which shouldorovide a reliable foundation for developmer@hanges, if any, to

Normative content are expected to be infrequent and are subject to daHIR Intewersion

Compatibility RuledPrevious FHIRleasesandparts of theO dzZNNB y i O2 y i S yhéaninig NS & ¢ N
that they are subject to potentially breaking changes, but significant effort is under way to bring these
parts of the specification to Normative status as rapidly as possihth.thé increasing acceptance and
promotion of FHIRYthe majorEMR vedors and ON@nd the availability now of Normative content
FHIRbecame the logical choice fase inthe Med RecHackathon.

The decision to use FHIR enabsepport for SMART on FHIR application developnieb Hoks'®
(providing clinical decision support services) and support for the Apple HealtRufiher information
on SMART on FHIR is availablg&matrtHealthlT.org

On a final technical note, electronic prescribinghe United States occurs thugh standards set

through National Council for Prescription Drug PrograM€PD] SureScriptswho also helped sponsor

the Hackathon,is one vendothat providesan electronic prescribingommunicatiors hubbetween

providers, pharmacies and pharmacy benefit managers. The standards provide that the Diagnostic code
(ICD10-CM) and SNOMEOT (used in Problem Lists and for Conditions) code$e used for

indications during electronic prescribing. Both the SCRIPT v10.6 (current) and v2017071 (effective
1/1/2020) standards include a field for indication.

Two emerging technologies, Blockchain and artificial intelligence (Al) were includisdussion but are
not the focus of this white paper. However, both are seen as important areas to address in future
discussions at the MRP Work Group level.
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Leadership

Tom Agresta, MD, MBI, professor and director of Medical Informatics at the UConol 8EMedicine

was theleader andexecutive sponsor of the event. Katherine Hayden, HIE Project Coordinator at the
UConn Health Center for Quantitative Medicimglemented the event througlogistical support.

Faculty for tle event are listed in AppendD

Planning Committee for event:

Thomas P. Agresta MD, MBI

Professor and Director of Medical Informatics Family Mediah&Conn Health
Director of Clinical Informatics Center for Quantitative Medicine

Section Leader for Informatics Connectitnstitute for Primary Care Innovation

Bruce Metz, PhD
Vice President and Chief Information Officer at UConn Health

Steven A. Demurjian, PhD
Professor Computer Science & Engineering Department at the Uhhvar€onnecticut

Sabina Sitaru
Interim Chief Operating Officer Health Information Exchange Entity

Robert Hausam, MD
Consultant/Owner Hausam Consulting LLC

Philip A. Smith, MD, MS
President aMedMorph,LLC
Author, Med Wreck: Proposing a Solutiofor the Nightmare of Medication Reconciliatioh

John DeStefano, BSP, MBA
Director of Innovation and HIE at SMC Partners, LLC

Event

The event occurred from 8 ANI5 PM on Friday, Apriftand Saturday, April 6, 2019 at the UConn
School of Medicine. Bilic and private funding occurred for the event with sponsors noted in Appendix
B.

Participants

113 participants registered for the event. 84 attended the Friday sessions and 47 attended the Saturday
sessions. Among the registered attendees includediB&al and 40 technical resources.

Approximately 100 people viewed the lectures, workshops and/or final presentagongtely using an
access link

Links to lectures, workshops and fipaésentations are in Appendix & full list of attendees is in
AppendixF.
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Clinical Discussion Breakout Session

On Saturday, while the technigadrticipantsworked on prototypes, a group of 20 clinical participants
discused medication reconciliation as it was applied to severalgeéined persona. Each persona was
presented, with the group identifying the main problems, potential solutions and possible return on
investment(ROIf intervention /innovation.With direction from the event lead/elaturaprovided the
personae for participants to use.

Persona#l: Millie Bryant

arAffAS . NBIy({iQa 22d2N¥ySe 06S3Ily gAGK LINRPOEfSYA | NP
peripheral neuropathy and increasing issues with mobility, especially with her

hips and knees. Now 72 years old, Millie is battling an increasing nushhealth
problems, her son has medical power of attorney but everything regarding her
healthcare still feels hard.

Recently, Millie was admitted to the local emergency room with chest pains.
Following the onset of atrial fibrillation, Millie was admittexithe Emergency
Department due to a heart attack.

DiscussionMillie represents an older patient with multiple chronic conditions with an acute
hospitalization for a significant healthcare evehhe group discussed the difficulty of managing multiple
medications. It recommended that a community health worker be assigned to help the patient with
adherence to the medication and plan of care; access to follow up care; and ongoing authorization for
visits and support.

The benefits of identifying this p&iy §t Qa ySSRa FyR ONBlIGAYy3 Iy SFFSQ
decrease risk and costs for further acute care (e.g. ED visits and hospitalizations) episodes. They felt it
also important to avoid duplicate dispensed medications and reduce polypharmacyf(eseessive

number of medications)This is significant since the patient may be getting some prescriptions filled by
a bulk mail pharmacy, which may not get the message that a medication has been discontinued or
changed following hospital dischargeo(fexample, &ancelReommunication to the local pharmacy

will not simultaneously go to the mail order pharmacy.).

¢KS INRdzZL) FSt 0 GKIG GKS FaaA3aySR aOFNB YIylF3aSNE
YSYOSNRE 2F GKS LI Grdg$Swily Q& heOdonySSimilas heddZ ocdurt With tzbsé who

are children or under guardianship. One benefit is to avoid miscommunication across providers and
reduce confusion for Millie.

The group also discussed the challenges in helping to identtiynimiglifiable risk factors, such as diet,

activity and habits. While some EHRSs provide risk stratification tools, often the payers do as well. The
tools often have been developed for individual health conditions and may not work well in the face of
multipeOKNR YA O O2yRAGAZ2YA 6AGK O2yFt AOQOGAYy3 NBO2YYS
GKS NRA&TKEé 0SU6SSY LIESNIFYR LINRPZDARSNAEOD
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There are apparently earonversations in @necticutto have pharmacyeliverydrivers complete
F4aSaayYSy (i dome duringlteliverBof miedidations

This case led to the discussion of several technical considerations:

1. An HIE, pulling medication lists from the EMR of ever physician that Millie sees, as well as her
pharmacies, the ED and the hospital may producstafipotentially hundreds of lines of
medication data. How can we use technology to better filter the list? Should the HIE have its
26y YSRAOFGA2Y RIGFEoFAS GKFG aSNm@BSa F+a | azd
ASNIBAOSE o O LIRF NXM I ONKEK 9 a/wadzik B Ra dzOK | RI G
every touch point such as new meds, modifications of existing meds, cancellationsfiflrothata
to suggest adherence?

2. How can we better look at reliability of the data and of the patient, witeare are so many
potential sources of data? How do we best validate the reality of what has been prescribed, and
gKFEG GKS LI GASYd Aa | OGdzr tte Glthathelskus /Iy &9
determine the accuracy and reliability of eachaaburce contributing to the HIE medication
list? Could this help us perform a better medication reconciliation?

Persona #2: George Tullison

George Tullison suffers from Type 2 Diabetes brought about because of obesity.
He also has hypertension, Hep&tiC, and a history of alcohol abuse. Recently,
George lost his job, which has put his healthcare, home, and life at risk.

George recently had an inpatient visit and was diagnosed with congestive heart
failure. Since the diagnosis George has frequentlgidd in the hospital or ER

with complications from his congestive heart failure, diabetes, hepatitis C and
Ke LIS NIGSyaazyod DS2NEHSQa O02YLX SE OF NB yS§
hospitalization after discharge.

DiscussionGeorge suffers from chronic corgjve heart failure with multiple conorbidities (i.e.

multiple chronic conditions that contribute to more health complications). This case allowed the group
to discuss the importance of social determinants (income, housing, support, socioeconomic)faatbrs
health literacy issues that can complicate medication adherence and outcomes. The insight was that
medication reconciliation today happens in a vacuum to these factors, yet contribute to the overall
patient outcome.
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Persona #3: Sarah Thompson

Sarah Thompson suffered a back injury while working, and was prescribed
Oxycodone for pain. In hindsight, if she knew where it would lead, she would
have never taken the drug.

Sarah quickly became addicted to the drug, but because she had no health
insurance through work, she could no longer afford it. Avooker offered

her heroin as an affordable alternative. Sarah said no at first, but the pain
persisted and before she knetshe was addicted.

Sarah was charged with DUI and possession of a Level 1 controlled substance
after being pulled over by the police while speeding down the interstate. She
gra IAABSY (GKS OK2AO0S 2F &3SG0AY ahdddfobmetfigdong2 NJ 32 A Y
Ot AyA0a o0STF2NB YIFIAYGFAyAy3ad KSNI a2oNASGeod wSOSyi
narcotic dependence for using IV heroin.

DiscussionSarah falls into the category opimid dependencend multiple issues thatucrently
compound the difficulties in identifying and addressing it.

From a technological standpoint, theogip discussed that even thougim HIE may include medications
from the Prescription Drug Monitoring Program (PDMP), which includes all contsoltestiances in the
state, methadone clinics do not submit their prescription data to this database. Also, some patients do
not consent to all ofheir providers seeing they are under treatment for mental health disorders.

Also, Connecticut does not hatlee ability to query the PDMP in the other 49 states. SureScripts only
provides a one year rolling view, so past opioid use may not be apparent. There is a current push by
several boards of pharmacies to create flags when patient have recent opioid.abuse

The group felt that there is a policy gap with the PDMP and expressed concern that there are
unintended consequences of public policy on opioids and controlled substances. It becomes difficult to
give safe and effective care when information is natessible for decisiemaking.

¢KS 3INRdzZLI RSTSNNBR RAaOdzaaizy 2y LINR Buboinmitte®2 vy a S
2y GKS&S {2 LA Ogphssed WSS Sefafe 3/3/201 7éandisidop addressed by the

House)was referenced ait would establish best practices for opioid documentation in the medical

record.

The group felt the more could be done through transparent medication histories to allow detection of
opioid abuse and opioid diversions.
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Persona #4: Christy Munson

Christy Munson has never been the kind of person to give her health a second
thought. She is now 38 and has seen her weight rises and lowers each year. In
GKS f 1 aid &éghtNidEreaseld Mareithin® Bual and for the first time
began to impact her emotional weleing as well.

Then other problems began to emerge. She complained to her doctor about
fatigue as well as pain in her lower back and hips. After a multitude t, tes
Christy felt no better and her doctor was no closer to providing her with a
RAIFIJdy2aia 2NI NBFazy T2N GKS LI Ayod [/ KN
her symptoms could possibly be a manifestation of depression or

psychosomatic in nature. Thiseid really angered Christy.

/| KNAaGeQa LI AYy 2yfé aSSYSR G2 AyONBlIraSo {KS OKI
began to see specialists, most focused on pain. After another round of blood draws and scans, Christy
and her specialists could hpinpoint the problem either.

Christy had a recent flare up and her intolerable pain resulted in a visit to the ER where they prescribed
her a 36day opioid prescription.

Discussion:The initial discussion about Chyistealt with the identification oewl NBy Sa & 2 F & LJ2
LINE @A RaBdpdoperly édentifyingd K S LI { A Scfréd @am O dzNNB y i

¢KS 3INRdzZLIQ& YI22N) Ayardakid O2yOSNYyAy3a (GKA& LISNA?2
there are multiple nosY¥ SRA OF G A 2y F I O 2 aliln markageihentiahd/dgcibiddking. Y S R A (

These include:

1 Reference labfor the drug oratrigger alert to find the informationFor example, the INR is critical
for the management of warfarin (Coumadin, a blood thinnétharmacists need mothan just the
medication list. Could the HIE provide CDS rules to mine pertinent labs and problems/diagnoses,
allergies. This would be especially helpful for high risk medications or a subset of drugs that have
labs associate with them (such as warfarin)?

9 But every rule has exception®atients in pain might not get necessary dri&eneed a balance
for medcationY I Y 3SYSy (i a2 prahibdpatents g& thSteesfraeit they need

1 There is a generahtk of information beyond metadata around pragtions. It is a read only list

GKFG R2SayQi y20 tt2¢ Fye 02YYSyida GKIFIG YAIKI

examplepK I NY I OASa R2y Qi 1y26 ¢KI G agdshioddde adkre Y I OA S
what else the patient is gettingHIE should permit thiS'here waspparentlya previous law stating
LIKI NI OASa Ol yQi St fWebaedeome @ lorig wadyduMlingd Ra | NB
centralized list of meds that everyone can see

1 Need to include indication of a drugess thad5% ofe-prescriptions have iand it is not always
displayed to all providers.

The concept for a centralized medication management system within the HIE was again discussed. This

g2dA R 0SS SaLISOAlIffe KSELFdzdZ AF GKS LINPJARSNI O2dz

pharmacy and have them be able to receive the auttation to dispense from there. That would
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UConn Med Rec Hackathon Report

require a rewrite of current dispensing law. However, the benefits would be many. It is convenient for
the patient. It allows one list to be the source of truth. The solution would have to be a serviee in t
EHR workflow and not a separate query. It could better manage stale data of old meds that are no
longer prescribed but have never been discontinu€éncelRgould occur in one location. And it would
provide a better opportunity to monitor and managein acros multiple providers and venués.

Findings of Focus Areas

On the afternoon of Day 1 of the event, participants-seliected themselves into either a technical
workgroup or into one of four clinical workgroups. The clinical workgroups wedl@as's:

Patient Care / Caregiver Engagement

Nursing Home / Extended Care Facility and Home Health Venues
Inpatient / Hospital Venue, Nursing and Pharmacy

Ambulatory Primary Care Physician (PCP) Office Venue

NP

9 OK Daigani©facus, findings andecommendations followSource materials, prototypes

and recordings are archived on thizckathon GitHub siteJudging of the teams occurred with four
criteria: Problem Definition, Levef Innovation, Team Cohesiveness and Potential Impact to the Health
of Connecticut.

B One participant noted that first year residents in their state cannot access the PDMP. They must have
an attending physician graaiccess. Though not an issue in Connecticut, it is included to remind the
reader of the potential unintended consequences of local / state regulations.
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Patient / Caregiver Engagement

Participants: Robert Hausam, Marinka Natale, John DeStefano, Jason Cory Brunson, Saraka Czun
Sarju ShahRat Carroll, Donguk Shin, Rick Mungeklejandro GonzaleRestrepg Nathaniel Rickles and
Riddhi Doshi (facilitator).

FocusRevolutionizing Med Rec SolutioftEDME

Findings and Recommendations:

Problem Statement (patient perspective)

T

=

T

N2 G KI @Ay 3 cirrgnslistlofmédic8tignad@ass multiple physicians, providers and
health systems
[FO1 2F dzy RSNREGFYRAY3a gKeé G(GKS& IINB GF{1Ay3
Truth is always changing (i.e. tracking changes)
No easy &y to communicate questions/concerns in a timely manner

o Side effects

o Duplicates

o Etc.
Difficult to access and interpret information for all populations (including those with
vulnerabilities and disparities)
Challenges as we incorporate and adopt tools sathnology into healthcare delivery.

Problem Statement (health professional perspective)

T

Some health professionals cannot access the indication (e.g. context and need) for each
medicationfor a variety of reasons. For example, not all clinical (EHRs)remchacy
information systems consistently enable, require or display indication fields.

Even when prescriber includes an initial indication for a medication, downstream care
providers may be unable to view the relevant indication or diagnosis.

Data needs tde pulled frommultiple providers and sources without gaps.

Limited information on ovethe-counter (OTC) drug, supplements and herbals that patients
are taking.

Prescriber does not have easy access to formulary or cost.

Pharmacist uninformed to reasonrfmanyprescriptions (i.e. diagnosis / indication).

Major Features of their Solution

)l
)l
)l

Linked toanintegrated database.
Enable database access to multiple parties.
Leverage workflow that already exists.
o Provider includes an indication / relevant diagndsighe initial electronic
prescription from the electronic health record.
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0 Allow easy linking from within the EHR between diagnoses and ePrescribing to ease
LK@ AAOALF YyQak LINSGEAONROSNRE RIFGF Sy daN®B o dzN

91 Allow patient to provide feedback on any medication.
Theteam presented the following details on their proposed solution.

Proposed Solution Schema:

EMR Pharmacy Proposed data

schemafor
Diag Eval n Rx Request integrating multiple
& patient data

t Diagnosis Code
A

sources. The
pilzf:{e HIE diagram
demonstrates
communication
across multiple
systems, including
a patientfacing
application.

Rx Request

Patient

App

Definitions and Descriptions of above diagram:

1 Diag/Eval During evaluation, physician provides a diagnosis / indication for each new
medication as a byproduct of documenting the encounter.

o Dx PrePopulate Rx Requestintegration allows dagnentation and electronic
prescribing to share the diagnosis or indication rather than requiring dual entry.

1 PDMPIis the existing database for controlled substances within the state. (PDMP =
Prescription Drug Monitoring Program)

1 SureScriptsSureScripts qovides the network and management of electronic prescribing
communications between providers (through apps and EldR$Yispensing pharmacies, as
well as with pharmacy benefit managers (PBMs). SureScripts compiles an electronic
medication history fromhese various sources.

9 HIE: Refers to the Health Information Exchange for the State of Connecticut.

1 FHIR DB & APRefers to a central database connecting and compiling medication lists for
each patient using FHIR (see Technology Background).

1 Patient MedRe App: Refers to a welhased application that would allow patients to view,
manage and comment on their current list of medications.

1 Rx Request & Diagnosis Codes a pharmacy receives a new prescription request, the
indication or diagnosis code would bssociated to that new prescription.

23
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DiscussionThe central database would coordinate communications across the multiple data
sourcesand provide transparency for all users on both indications for each medication as well as
LI G A Sy ( QaThedatab¥elglid Bed FHIR server with an interface or a FHIR interface.
Would need to be a record locator involved to match the patient to the pertinent recasuofsy

a master data management solution or other tool for patient matching

User Interfaceor the Patient Application

The above mock up demonstrates how a patitating application can provide activelist of
medications and their indications / diagnoses as wedllksgies. The application would include
reminders of when to take meditions. The patient could also comment on each medication.
The screen aboven the rightindicates an example ofgraphicaluserinterface tohelp

minimize healthcarditeracy challenges.

The mock up below demonstratePatient Summary with Reason faaeh med(first column)
details of each mege.g.instructiong, (second columpand statugActive, On Hold, or
Discontinued,) (third column):
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Medication Taken for =
=]
ol
=
Carvedilol 6.25mg 2x/day ) () High blood pressure and keep heart rate down -
Lisinopril 20mg daily ﬁ) High blood pressure FJ QE
=9
1 E
Amlodipine 10mg daily (1 High blood pressure | g
]
Atorvastatin (Lipitor) 80mg daily (D High cholesterol E
3
g
g
i
Metformin 500mg 2x/day ) (1 Diabetes =
Insulin GLARGINE (Lantus) 40 units BEDTIME Diabetes M =
=]
insulin LISPRO (Humalog) 10 units BEFORE EACH Diabetes (b f g
— i
MEAL v

Acetaminophen (Tylenol) 500mg 4x/day AS NEEDED  For arthritis pain; no more than 4 pills/dgiug

uey |

Spiriva Handihaler 18mcg 2 puffs of one capsule Daily for lung disease NOT for short of b*th

daily G —

Advair Discus 250/50 one puff 2x/day o M Daily for lung disease NOT for short of b‘th S
8

Albuterol inhaler 2 puffs every 4 to 6 hours AS NEEDED Use FOR short of breath for lung disease {*n]

Every stakeholder from patient, physicjaarmacistand beyondvould benefit from seeing
clear reasons forach medication This wouldacilitate medical decisiormaking and safer
YSRAOFGAZ2Y YIFyF3aSYSyid |a S@SNEB2yS Aa a2y (KS

Data Flow:ln order to produce a working prototype at the Hackathon, the group used FHIR to
communicate between the physician EMR and the pharmacy information systems. The group
indicated the importance of leveraging multiple sources of patient medication lists wit
agreement on indications. They included the ability to print a patient summary which included
indications on the medications.
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Data Flowexample

Physician Pharmacy

Dx Screen

Rx Request
&
Diagnosis Code
Pre-Populate
Rx Request

-

HIE
Print
Patient Summary

&
Condition Reason

Within the two-day Hackathon e Patient/ Caregiver Engageent group was able to
successfly pull information from multiple sources and display them in a list as shown in the

following two screen shotgelow) All whileshowing the information within two different
workflows.

Hackathon Prototype:
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Feasibility of Prototype:

The group validated that the data pull can be successful. They felt future efforts would address
further integration ofmore complete information on each medication into the appropriate
workflow of each user to enhance adoption.

The group summarized theldsability Principles:

Use the language of the users.
Matchésystem and the worll 6 &  |ld@d dr Rrdpyfeary notations.
Users are in control of their medication list.
Prototype application can access this database and interact and update in real time
Prototype is using FHIR standards, FHIR server, and FHIR intgrtdlieg information
from two FHIR servers and creating unified view
User interface
o0 Captures active drugs ardlergies summary
0 Includes patient summary (reason, medication, details, status, reason)

= =a =4 4 =4

=

Key insights of this group:

1 To effectively do medication reconciliation, the indication / reason for each prescription ig
currently missing and if visible woulmprove the process.

The patient with the app and/or printed list can take an active role in validating what they are
really taking and why.

Pharmacist benefits when the indication for each med is included.

When a list exists, a home health person can cledine house to see if it is really being take

E]

= =4
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Extended Care Facilities and Home Health

Participants: Jake Star, Vimal Bhagnnifer BoehneChristopher Merrick, John Schnyder, Joe Anderson,
Brady Hecht and Sean Jeffery (facilitator).

FocusThe process for a home care nurse to create a true and accurate medication list as a patient
returns homefrom aposthospital dischargeAny discrepancies identified need to be communicated

with the approprate prescriber, who then needs to acknowledge receipt of the discrepancies and follow
up with the patient.

Findings and Recommendations

The following represents the process that a home care nurse typical follows on the first home

visit.

1. Home care nursesurrently receive paper records from the hospital following discharge.

2. ¢KSe G11S GKS&S LI LISNI NBO2NRA |YyR GKSANJI f I

3. Reconciliation occurs in the home and consists of using these lists along with medications
the homethat the paient has confirmed they are currently taking

4. Nurse creates a new medication list using these various sources.

5. Then nurse creates a list of discrepancies and sends them to the appropriate physician(s) via
fax.

6. The physician(s) needs to respond back thattheceived the discrepancy list and this
provides an audit trail.

7. Issues:

a. The paper records sent with the patient at discharge are one shap shot in time and
R2Yy Qi LINPOGARS lyé KAAU2NROIE AYyF2NN¥IGA2
to discharge.

b. Home health nurses may findedications (OTC, vitamins, supplements, etc.) in the
home tha are not on the paper records (See photo below.).

c. The patient may not have picked up Discharge Medications. Therefore these new
medications may be abseduring the reconciliation process.
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Example of hovduringa
home visit a healthcare
professionakan discover
prescriptions, over the
counter medications and
supplements that have
never been reconciled.

Photo Credit Sean Jeffery,
PharmD

Recommended Solution

1 Use FHIR to populate an electronic form to help facilitate medication reconciliation
1 Leverage a variety of sources of medication information such as (medication dispensing,
medication claims, medication history, PDMP, expanded PDMP, and/or nation&)RBOM
create a transaction ledger
0 The information in thisransaction ledger could be filtered and/or customized based
on the endusers needs (Examples: comprehensive view, discrepancy view,
hypertension medication view, historical view for prior authotiza)

Workflow: Create a central medication list.

Scenario: The home care nursmakes a home visit. The nurse attempts to reconcile the care
plan from the discharge paperwork from the hospital. The nurse requests the electronic
continuity of care document (CCDA) and the medication list from theTHHEEFHIR resources
call up a meitation list from the new enhanced PDMHR the HIE
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The HIE displays the following list of medications and instructions.

Name Route Dosage Frequency Days Supply Script Date Trans Date Prescriber
Metformin Orally 500mg BID 90 02/03/2019 02/10/2019 Andreson
Amlodipine Orally 350mg BID 90 04/03/2019 04/10/2019 Andrew
Paracetamol Orally 500mg BID 90 05/30/2019 06/10/2019 James
Azithromycin  Orally 100mg BID 90 06/06/2019 07/10/2019 Andreson
Lipitor Orally 500mg Daily & 60 04/03/2019 04/20/2019 James
Amaoxicillin Orally 500mg daily 10 09/03/2019 09/10/2019 Andrew

The nurse notes several discrepancies

Paracetamol (acetaminophen) is an over the counter medication, which the patient is no longer
taking. In addition to the two noted above, two others exist. Current state is that the nurse
writes up a report to the supervising physician and later faxésdt G KS LIK& aA OAl y Q3
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